nevertheless a very rare complication and, considering the patients on whom the block is done, a risk we feel is acceptable.
Reported complications of the technique are surprisingly rare. There are no reports of local reactions but this is always a potential problem with any invasive technique. Two other cases of paraplegia following coeliac plexus block have been reported. In the first,4 transient vascular ischaemia due to spasm, intramural injection or local compression was the postulated cause. The patient had immediate paralysis. The neurolytic agent was phenol. In the second,2 the spread of alcohol onto the lumbar plexus causing a partial unilateral paralysis was postulated. This block was unusual in the series quoted in that it was done in the lateral position. We do not believe the lateral position per se could cause a spread onto the lumbar plexus. In addition, it has the advantage of keeping the aorta more arteriorly positioned. A fit, healthy 30-year-old man weighing 63 kg was scheduled to have a haemorrhoidectomy under general anaesthesia, with the addition of a caudal epidural block for postoperative pain relief. Papaveretum 20 mg and hyoscine 0.4 mg were administered intramuscularly 120 minutes before surgery. The patient was placed on the operating table in the left lateral position and the epidural space located via the sacral hiatus with a 21-gauge needle. A 20 ml syringe was then connected to the needle and the injection commenced. When 10 ml of the solution had been injected the patient complained of more pain than would normally be expected from a caudal injection. A check of the anaesthetic tray confirmed that the wrong solution had been given and that the patient had received 10 ml of 2.50/0 thiopentone. The anaesthetist then injected into the caudal epidural space 20 ml of 0.5 per cent bupivacaine and then 20 ml of 1.0 per cent lignocaine in an attempt to dilute the thiopentone.
Accidental Epidural
The patient was turned supine and observed closely. His pain was relieved, but over the next 10 minutes he became drowsy and showed signs of a very high epidural block and of respiratory difficulty. It was then decided to induce general anaesthesia with thiopentone 250 mg and to control ventilation. To facilitate intubation suxamethonium 50 mg was used. The surgery was allowed to proceed.
At the end of the surgery a lumbar epidural catheter was placed at L3-4 and a litre of normal saline infused into the epidural space over four and a half hours. The catheter was then removed. Two hours after induction the patient awoke, commenced spontaneous ventilation and was extubated. The patient's observations remained stable throughout the operation and for the first 24 hours postoperatively. He complained of pain in the anus four hours after induction and was given intramuscular papaveretum. Twelve hours postoperatively he still had not voided and catheterisation removed 950 ml of urine. Difficulty with voiding was experienced for the next three days and he had to be catheterised on one subsequent occasion. Forty-eight hours after the operation a full neurological examination revealed no sensory, motor or reflex changes and no postoperative pyrexia was recorded. Surgical follow-up three months later again revealed no sequelae. CASE HISTORY 2 A 22-year-old multigravida was admitted to the hospital at term and in spontaneous labour. Thirteen hours later she was 8 cm dilated and requested an epidural for pain relief. This was inserted at L3-4 and 0.5 per cent bupivacaine 10 ml given with good effect. Three epidural topups were performed with 0.25 per cent bupivacaine 10 ml each approximately 150 minutes apart. After 20 hours of labour she had failed to progress, and there was foetal tachycardia and maternal pyrexia. A caesarean section was organised and she was given magnesium trisilicate mixture, 15 ml. Her epidural was topped up with what was believed to be 0.5 per cent bupivacaine 20 ml with adrenaline 1 :200,000. This occurred nine hours after the initial block and 90 minutes after the last top-up. The level of the block did not increase above TlO and her systolic blood pressure remained stable at 120 mmHg. With previous top-ups there had been falls to 100 mmHg systolic. The patient gradually became drowsy over the following 15 minutes. Surgical incision was made 20 minutes later and it was soon evident that the block was inadequate. A decision was made to proceed to general anaesthesia. It was then realised that 2.5 -per cent thiopentone 20 ml had been given epidurally. General anaesthesia was instituted.
Ten minutes after induction and 30 minutes after the epidural dose of thiopentone a 4.1 kg live male infant was delivered. The baby required three minutes of assisted ventilation and had apgars of 3 at 1 minute, 7 at 5 and 9 at 10 minutes.
The patient awoke in pain and analgesia was provided with intramuscular pethidine. Twenty-four hours postoperatively she underwent a full neurological examination and no changes were detected in motor, sensory or reflex systems. The baby's assessment revealed no abnormality and follow-up at six weeks again revealed no sequelae to mother or baby.
DISCUSSION
Thiopentone solutions used for induction of anaesthesia may cause vascular, neural or muscular damage if injected outside the venous circulation. These cytotoxic reactions are doserelated and are seldom seen with 2.5070 solutions. In the epidural space there is the potential for both neural and vascular damage. Fortunately in both these patients no untoward sequelae developed.
In the only other case report in the literature! of epidural thiopentone being given, the patient was very much older and had severe respiratory disease. This patient was treated with a flushing mixture of bupivacaine and lignocaine into the epidural space with the stated aim of decreasing the systemiC uptake of thiopentone by forming a precipitation. In Case 1 the same mixture was chosen because it was immediately to hand but with the presumed aim of diluting the very alkaline thiopentone and stopping the pain of the injection. In vitro analysis of the solutions revealed the following: (a) 2.5% thiopentone, pH 10.7, (b) 0.5% bupivacaine, pH 5.8, (c) 1 % lignocaine, pH 6.5, and (d) a mixture of 10 ml 2.5% thiopentone, 20 ml of 0.5% bupivacaine and 20 ml 1 % lignocaine, pH 8.2 (this mixture forms a precipitate of thiopentone crystals), (e) 10 ml 2.5% thiopentone in 40 ml of normal saline (no precipitate, pH = 10.2).
Perhaps bupivacaine is the drug which should be injected into the epidural space after Anaesthesia and Intensive Care, Vo!. 12, No. 1, February. 1984 such an accident. It lowers the pH, supplies pain relief and retards systemic absorption. However, it does precipitate thiopentone crystals in the epidural space. In the first case the epidural administration of 20 ml of 0.5OJo bupivacaine and 20 ml of 10% lignocaine was followed by a very high block and respiratory difficulty potentially more dangerous than the initial injection of thiopentone.
In Case 2 the patient received 20 ml 2.5 per cent thiopentone epidurally. This accident was initially not recognised because the pain and discomfort of a misplaced thiopentone injection was ablated by the existing epidural sensory block. It was decided not to inject additional drugs because 20 minutes had elapsed before the mistake was realised, by which time the patient had already had a skin incision for a semi-urgent caesarean section and
Atrial Pacing in Tetanus
GLEN R. BRAND* AND FRANCIS X. BREHENyt needed a general anaesthetic. Furthermore, the anaesthetist had the benefit of Case 1 having been previously discussed at a morbidity and mortality meeting.
The potential for administering the wrong drug is always present in anaesthetic practice. The above cases highlight the danger in having other drugs drawn up and to hand when regional and epidural techniques are being employed. CASE HISTORY Six days prior to admission the patient, a 69-year-old man, was unable to fully remove a splinter from under a fingernail. His tetanus immunisation comprised of a single dose of tetanus toxoid ten years previously. Three days prior to admission he had noticed a gradual onset of neck and back stiffness and on the day of admission he developed trismus and Registrar.
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